SPECIAL NEEDS/CHILD PLACEMENT QUESTIONNAIRE

Wekome o Fort iwin Child snd Youth Services programs. i your child sbould have s specinl need prior
knowhe dge will aBow us 0 make approprinte adjus bmenis o our program and provide trsinkng W the stafl

Chid's Name: Date of Birth:
Progmm/Bldg; Today's Date;
Does your chid/youth have any of the folowing € o nd o ns T
YES | NO YES | NO
Developmental delays Asthma/Respirstory
E'.'I:phh.'
Visual Proble ma/BEndness Speech/Language Delays
(Do not check this box if your child
only wears glsses)
Hearing Problems (Check this box if Allergic Reactons
our child has had Tubes) Explam;
Explnin:
Physical Disability Explaim: Behaviors WConduct Concermns
Scklke-Cell Dscase (Do not check ths Hean Problems
box If your child has only the 5k
Cell tra i)
Kidney Problems Dabetcs
Explain:
Epilepsy/Seizures Antention De ficit Hyperctivity
(ADDVADHD)

Autis m her (Please specify)

2.k your chiid taking medication fur his hercondition fso please s pecify.

3. b yourchid reebving. services frum Behaviern| Medicine? i yes plesse explain. Yes Mo
d. bk your child enreled In a8 Developme ntal Freschool Yes Ma
&, b yourchid earmiied in the Exce ptions| Family Member Frogmm Yes ___MNo
Signsture of Parcot'Gus rdian Home and Duty Phoae

Frint Name (itmir mok f appicable )

(OFFICE USE ONLY)
History of Special Need/Meadical Condition:

Recommeandation: a. Admit/No Significant b. Admit w/Care Plan c. Schadule SNRT
Modification needed Traming date Date/Tmme

NMame of CYS Child and Youth Services program official:

Paags 1 WNTC e 171580 Auo Oid



